Objectives: Culture may place a differential emphasis on particular emotions. The aim of this study is to find the most frequent symptoms in patients with major depressive disorder in Tehran. Method: 509 patients were recruited from 5 treatment settings. The sample was used from the project of assessing psychometric properties of CIDI in the Iranian population. The patients were evaluated by conducting clinical interviews and using DSM-IV criteria (American Psychiatric Association, 1994) for major depressive disorder. Results: Depressed mood (98.7%), sleep change (92.1%) and, fatigue / energy loss (89.4%) were the three highest-ranking symptoms. As cognitive factors, guiltiness and worthlessness were among the lowest ranking symptoms. There were no significant differences between men and women in frequency of symptoms with the exception of suicidal thoughts. Men had significantly higher suicidal thoughts than women. (P: 0. 01) Conclusion: Data were presented on the depressive symptomatology in population of Tehran. Key findings included a high rate of somatic symptoms in patients who suffered from MDD in this population.
around the world and patients suffering from it, represent a great percentage of patients who need or seek mental health care. The expression of depressive mood and symptoms can be effected by culture, due to the fact that psychological distress is related to personal history and is a subjective experience expressed in one's own language. Culture may place a differential emphasis on particular emotions. Some cultures encourage (i.e., Iranians) or discourage (i.e., Navajos) the exhibition of extreme sadness (1) (2) (3) (4) . Culture effects neural systems, psychological presentations, and interactional patterns which constitute the affect domain throughout a person's life span. Culture provides categories and a lexicon for emotional experience, making some feelings salient nmnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnnn and others more difficult to articulate. It influences the sources of distress, the form of illness experience, symptomatology, the interpretations of symptoms, modes of coping with distress, help-seeking, and the social response to distress and disability. Thus, people from different ethnic and cultural backgrounds may represent different symptoms of MDD There is some debate about cultural variations in clinical presentation of each DSM-IV disorders. The impression that Asians and Africans are more prone to somatize than North Americans, has been chiefly based on anecdotal observations or researches that compared people in very different health care systems (5) . In the early study of Kleinman (1986) on those attending a psychiatric outpatient clinic in China; he established that only 1% of the patients were diagnosed as having depression vs. 30% diagnosed as having neurasthenia (6) . Another study compared the symptoms of depression in Chinese and Australian subjects. The Chinese showed somatic symptoms more frequently while the Australians showed cognitive and anxiety symtoms and a depressed mood (7) . The Punjabi model of 'sinking heart' also offers a culturebound explanation of somatic symptoms. This model is based on specific culturally-based ideas about the person, the self and the heart and it is based on the assumption that physical, emotional and social symptoms of pathology, accompany each other (8) . On the other hand, depressed patients in Western countries may also frequently report somatic features (e.g., pain, headache, chest sensation, muscle weakness); this "corporisation" component (Schneider 1920 ) has long been recognized (9) . Depression may lower the threshold at which individuals become aware of their physical functioning problems and they physically experience, a phenomenon termed "somatosensory amplification" (10) . Such a possibility is supported by negative studies (e.g. Cheng 1989 ) which failed to discover the evidence of greater somatisation in non-western regions vs. western regions. This failure allows a conclusion that depressed patients, irrespective of culture, are highly likely to report somatic symptoms (11) (12) (13) . In the last 30 years, researchers tended to confirm the results of the phenomenological orientations or clinical investigations of the first half of the 20th century. Although the feelings of guilt appeared in the course of depressive disorders of nearly all cultures, they were definitely more frequent in the western world. Nevertheless, hypochondriac ideas were the core ideation of depressives in non-Christians cultures (14) . The aim of this study is to find the most frequent symptoms of MDD patients in Tehran.
Materials and Method
In the present study, we examined the symptoms of a sample of MDD patients in five treatment settings in Tehran using DSM-IV criteria. We used the sample from the project of assessing psychometric properties of CIDI in the Iranian population (Alagh-e-band rad et al, 2003). 509 patients were recruited from 5 treatment settings in the form of outpatient or inpatient. The settings included three University Hospitals and two psychiatric clinics in the capital of Iran (Tehran). The patients were referred to these centers from all areas of Tehran. The method of sampling was convenient. Inclusion criteria were speaking Persian, 18-65 years of age, lack of mental retardation and dementia. All the patients who were admitted to the wards were selected sequentially. First and second outpatient cases were selected daily. Two residents of psychiatry conducted clinical assessment and evaluated all the patients using DSM-IV criteria (American Psychiatric Association, 1994) for MDD. The diagnosis was recorded after a consensus was reached by the mentioned residents.
Chi-square tests were utilized to compare categorical variables. The type I error level set on 0.05, was adopted for all the comparisons. One-way ANOVA was utilized to assess the effects of sociodemographic factors on depressive symptoms. Post hoc contrasts were performed using pooled error terms which were derived form the ANOVA results.
Results
509 patients were evaluated; 151 (29.7%) fulfilled DSM-IV criteria for MDD. 97 (64.2%) of the subjects were male and 54 (35.8%) were female. Table 1 separately demonstrates the characteristics of male and female patients. Male to female ratio in main sample was 1.8:1. There were no statistically significant differences among patients concerning sociodemographic variables. It should be noted that 65 (43%) and 86 (57%) of the patients experienced single episode and recurrent episodes respectively. Table 2 illustrates the mean number of depressive symptoms by selected demographic characteristics: including age, education and marital status. Even though young adults reported more symptoms than other age groups and considering that the old adults had the lowest symptoms, no significant differences were observed between different age groups . In regard to educational status, it was found that as education increases, the mean number of symptoms decreases. (P: 0.03) Post hoc contrasts indicated that patients with academic education differ significantly in the mean number of symptoms compare to patients with high school level of education. (Table 2) Concerning the mean number of symptoms, no significant difference between the married men and women was observed. All of the significant differences were observed among different marital states. Table 3 demonstrates the results of DSM-IV criteria by gender differences. Depressed mood (98.7%), sleep change (92.1%) and fatigue / energy loss (89.4%) were the three highest-ranking symptoms. The second and third most frequent symptoms in males were fatigue (90.7%) and sleep change (88.7 %) respectively; sleep change was more common than fatigue in females (98.1% vs. 87%). However, cognitive factors, guiltiness and worthlessness were among the lowest ranking symptoms. There were no significant differences between men and women in frequency of symptoms with the exception of suicidal thoughts. Men had significantly higher suicidal thoughts than women. (P: 0. 01)
Discussion
Differences by gender are often difficult to disentangle from confounding factors such as education, and marital status (15) . Therefore, selected confounders that could mystify the associations between gender and depressive symptomatology based on prior research were included. These confounders included individuallevel characteristics such as age, education and marital status . Our results suggest that there were not any significant differences in depressive symptomatology between different age groups. This finding is not consistent with the evidence that the prevalence of depressive symptomatology appears to be higher among the young adults, lower in the middle aged and ascending among the adults in their late 60s or older (16, 17) . There is a curvilinear relationship between age and depressive symptomatology. Nevertheless, the authors did not use the DSM-IV criteria for the evaluation of depressive symptoms. It should be noted that there are only 2 patients in the old adult group; therefore, the results should be interpreted with caution. The patients' educational status indicated that persons with higher education, report lower symptoms; this result is consistent with previous studies (18) . This result may be due to their higher level of coping skills and problem solving abilities. Moreover, educated persons probably hold better occupations and experience less financial problems. They have higher sources for support and social security. In regard to marital status, it was found that persons with different marital states did not report symptoms differently. The low number of divorced patients in this study, declines the generalization ability of the findings.
No difference between married men and women were observed in regards to the mean number of the symptoms . The overall pattern of MDD symptoms in the sample was almost similar to pattern of MDD in the patients observed in other studies. Depressed mood was the most frequent symptom in the patients. In a study carried out in Kenya, similar results were obtained; 95% of their patients reported depressed mood (19) . With examining manifestations of depressive symptomatology among undergraduate students in East Asia ,North and South America, the Japanese reported a significantly higher level of low positive affect compare to North and South American students (20 ) . The literature indicates that the threshold at which "normal" is demarcated from "abnormal" may vary by gender and cultural group (21) (22) (23) (24) (25) (26) (27) . However, in this study, depressed mood was the most frequent symptom in both sexes. In this study, the patients showed fatigue (somatic symptom) as the second most common symptom in males and the third most frequent symptom in females. This finding is consistent with some studies conducted on Asians. In one study which compared two sets of depressed patients ( Chinese and Australians) it was found that the Chinese were more likely to nominate a somatic symptom as their presenting complaint (60% vs. 13%), while the Australians were more likely to nominate depressed mood, cognitive and anxiety items (7). The study by Simon et al. (1999) that covered Western regions, China, India, and a range centers across Europe, Africa, Asia, and South America demonstrated similar results (28) . They classified depression by DSM-IV MDD criteria. The prevalence of the diagnosed depression varied considerably across the centers. Furthermore, the proportion of the assigned depressed patients who reported the presence of somatic symptoms as their reason for consultation was also differed (ranging from 45% in Paris to 95% in Turkey). Thus, establishing the rates of somatization as a presenting phenomenon is culturally determined . In another study, a community sample of Canadian immigrants from three different ethno cultural groups (Afro-Caribbean, Vietnamese, and Filipino) was examined (29) . There were differences between the groups in the prevalence of emotional distress. However, when the level of distress was controlled, some evidence of higher levels of somatic symptoms was observed among the Vietnamese men. Table 3 .
Frequency of DSM-IV Criteria for MDD 1n 151 Patients in Iran
In our study, insomnia was the second most common symptom in females and the third most common symptom in male patients. Insomnia is a particularly interesting symptom as a number of Asian psychiatrists have argued that it is one of the most common reasons for the depressed Chinese and Indian patients seeking assistance (7) . This may suggest that insomnia is a culture-based proxy symptom of depression, and is likely to be reported in certain regions. However, it is debatable whether insomnia is truly a proxy of depression in some cultures, directly correlated to it, or a consequence of depression per se. Certain somatic features may well be true concomitants of depression (induced or amplified by it) and therefore not be distinctly and culturally determined. To our knowledge, no comparison data about insomnia are available in the literature. As a cognitive symptom, guiltiness occurred less in these patients. Our findings in this regard are in accordance with those of Murphy, who suggests that ideas of guilt seem to be infrequent in Eastern cultures unlike European and North American cultures (26) . Some authors reported 65% guilt feelings in depressed patients in Kenya (19) . The difference was often interpreted as a consequence of socialization in a culture bearing the Judaic-Christian faith . However, EI Islam proved that feelings of guilt are frequent in Islamic countries (31) . Kimura claimed that this also holds true for Vietnam and Japan; the main difference lies in the guilt-inspiring instances and in the values regarded as threatened by certain actions or omissions (32) . We observed the gender differences of symptoms only in suicidal thoughts. There was a meaningful difference between males and females in reporting suicidal thoughts . We are unaware of any studies that have compared suicidal thoughts in MDD male and female patients. Silverstein indicated that female subjects exhibit higher prevalence of somatic depression (33) . Greater likelihood of somatisation by these depressed patients is likely to reflect a number of determinants including:1) idiomatic reporting;2) emotional language being linked to metaphors and physical symbolization;3) differences in "psychological mindedness;4) greater stigma associated with illness 5) a view of any emotionality as being weak-willed . Somatic symptoms serve as cultural idioms of distress in many ethno cultural groups. The most common somatic symptom of depression is musculoskeletal pain and fatigue . The implication of cultural shaping of illness experience is that symptoms cannot simply be interpreted as indices of disorder but should be understood as interpersonal communications by the clinician. To summarize, data were presented on the depressive symptomatology in the population of Tehran. Key findings included a high rate of somatic symptoms in patients who suffered from MDD. In addition, only suicidal thoughts were different between males and females. These findings may be used as a clinical guideline for mental health care providers.differently. The low number of divorced patients in this study, declines the generalizability of the findings No difference between married men and women were observed in regards to the mean number of the symptoms. The overall pattern of MDD symptoms in the sample was almost similar to pattern of MDD in the patients observed in other studies. Depressed mood was the most frequent symptom in the patients. In a study carried out in Kenya, similar results were obtained; symptomatology among undergraduate students in East Asia ,North and South America, the Japanese reported a significantly higher level of low positive affect compared to North and South American students (20) . The literature indicates that the threshold at which "normal" is demarcated from "abnormal" may vary by gender and cultural group (21) (22) (23) (24) (25) (26) (27) . However, in this study, depressed mood was the most frequent symptom in both sexes. In this study, the patients showed fatigue (somatic symptom) as the second most common symptom in (28) . They classified depression by DSM-IV MDD criteria. The prevalence of the diagnosed depression varied considerably across the centers. Furthermore, the proportion of the assigned depressed patients who reported the presence of somatic symptoms as their reason for consultation also differed (ranging from 45% in Paris to 95% in Turkey). Thus, establishing the rates of somatization as a presenting phenomenon is culturally determined.
In another study, a community sample of Canadian immigrants from three different ethno cultural groups (Afro-Caribbean, Vietnamese, and Filipino) was examined (29) . There were differences between the groups in the prevalence of emotional distress. However, when the level of distress was controlled, some evidence of higher levels of somatic symptoms was observed among the Vietnamese men. Similarly, a comparison between Asian and Caucasian patients, demonstrated more somatic and depressive symptoms in Asians. One research conducted between Turkish and German patients, illustrated higher frequencies of somatic preoccupation and hypochondriasis in Turkish patients (30) . In our study, insomnia was the second most common symptom in females and the third most common symptom in male patients. Insomnia is a particularly interesting symptom as a number of Asian psychiatrists have argued that it is one of the most common reasons for the depressed Chinese and Indian patients seeking assistance (7) . This may suggest that insomnia is a culture-based proxy symptom of depression, and is likely to be reported in certain regions. However, it is debatable whether insomnia is truly a proxy of depression in some cultures, directly correlated to it, or a consequence of depression per se. Certain somatic features may well be true concomitants of depression (induced or amplified by it) and therefore not be distinctly and culturally determined. To our knowledge, no comparison data about insomnia are available in the literature. As a cognitive symptom, guiltiness occurred less in these patients. Our findings in this regard are in accordance with those of Murphy, who suggests that ideas of guilt seem to be infrequent in Eastern cultures unlike European and North American cultures (26) . Some authors reported 65% guilt feelings in depressed patients in Kenya (19) . The difference was often interpreted as a consequence of socialization in a culture bearing the Judaic-Christian faith. However, EI Islam proved that feelings of guilt are frequent in Islamic countries (31) . Kimura claimed that this also holds true for Vietnam and Japan; the main difference lies in the guilt-inspiring instances and in the values regarded as threatened by certain actions or omissions (32) . We observed the gender differences of symptoms only in suicidal thoughts. There was a meaningful difference between males and females in reporting suicidal thoughts. We are unaware of any studies that have compared suicidal thoughts in MDD male and female patients. Silverstein indicated that female subjects exhibit higher prevalence of somatic depression (33) . Greater likelihood of somatisation by these depressed patients is likely to reflect a number of determinants including: 1) idiomatic reporting;2) emotional language being linked to metaphors and physical symbolization;3) differences in "psychological mindedness;4) greater stigma associated with illness 5) a view of any emotionality as being weak-willed. Somatic symptoms serve as cultural idioms of distress in many ethno cultural groups. The most common somatic symptom of depression is musculoskeletal pain and fatigue. The implication of cultural shaping of illness experience is that symptoms cannot simply be interpreted as indices of disorder but should be understood through interpersonal communications by the clinician. To summarize, data were presented on the depressive symptomatology in the population of Tehran. Key findings included a high rate of somatic symptoms in patients who suffered from MDD. In addition, only suicidal thoughts were different between males and females. These findings may be used as a clinical guideline for mental health care providers.
